The occurrence of retained/recurrent calculi after primary CBDE followed by temporary T-tube decompression, have remained at rates varying from 5.4% to 20.9% over the last 10 years in spite of sophisticated pre and intraoperative imaging techniques. It is postulated that a functional obstruction, due to dysmotility of the SO, lies behind most stone-containing ducts. Thus it seems logical to us that a permanent "fenestration" should be the management of most such ducts.
INTRODUCTION
In 1974, Classen and Kawai first described endoscopic sphincterotomy (EST), with or without intracholedochal mechanical or extra-corporeal shock wave lithotripsy (ESWL). This became widely accepted as the treatment of choice for overlooked, retained or recurrent common bile duct (CBD) A different question, still unanswered, is deciding which is the optimal approach for a fit, young, patient requiring primary management of CBD stones and/or papillary stenosis. The excessive enthusiasm surrounding the success of EST has led to the erroneous philosophy that anything is good provided it avoids an operation. Indeed, there are studies concluding that "fit patients should be treated by surgery alone without routine preoperative EST''3, that "endoscopic therapy of CBD calculi does not offer significant advantages with respect to morbidity, mortality and success ''8'9 and that, "an operation may well be the simplest, quickest and even the safest way of removing duct stones''.
While the exact roles of the available therapeutic alternatives (EST, ESWL, formal or laparoscopic surgery and dissolution therapy) awaits a definition, resulting from large-scale, long-term, randomized follow-up studies, one issue remains uncontroversial: if surgery is to maintain its status as the dominant method of primary treatment of good risk patients with CBD stones it must achieve the lowest possible short and long-term morbidity and mortality rates while leading to the highest possible proportion of long-term symptom-free patients. The optimal performance of surgery is, obviously, of great medical and economic benefit.
Attention to the natural history of CBD stones and the functional status of the "Sphincter of Oddi" is a requirement just as important as suitable technical expertise. In this study, we prospectively followed-up patients submitted Pre-discharge T-tube cholangiograms were obtained 8-12 days after surgery. Stones were classified as overlooked/early retained when diagnosed on predischarge cholangiograms and as late retained when seen after discharge but within one year post surgery. Calculi causing recurring symptoms after an asymptomatic period of over two years after surgery had elapsed were taken as recurrent.
Only complications causing symptoms and/or delaying the patient's discharge were taken into account in Tables III and IV There was a statistically significant difference in morbidity rates, favoring definitive drainage procedures. In four of the temporarily drained ducts, either biliary fistula or acute cholangitis was associated with early retained stones ( Table  4) . Patients of Group A submitted to CBDE followed by T-tube drainage were not discharged until after an acceptable tube cholangiogram, [8] [9] [10] [11] [12] days post operation. However a persistent and significant bile drainage, through the T-tube tract, occurred in 12 of these patients (5 of whom required total parenteral nutrition for periods over two to three weeks).
LONG TERM RESULTS
In Group A we could demonstrate "missed"/retained/recurrent stones in 10 patients for a 12.7% rate of POOR results ( (Table 5) .
Likewise, the rate of EXCELLENT or GOOD results in patients with ducts permanently "fenestrated", just fails to reach statistical significance, compared with those following temporary drainage, in both Groups A and B (Table 5) . It was the purpose of this study to evaluate the short and long term efficiency of two different approaches, when open surgery is the treatment of choice for an individual with gallstones.
The aims of surgery for bile duct stones are: (1) Rid the duct of every single calculus, (2) cause the lowest immediate and long-term morbidity, (3) maintain the integrity of the biliary tree, (4) assure a permanent and efficient duct-duodenal drainage, (5) achieve the above in the same setting incurring the least expenditure and discomfort possible.
The traditional approach to achieve these goals is a supraduodenal choledochotomy and removal of the calculi with the help of operative cholangiography, choledochoscopy or USG. The duct is then closed over a T-tube for 8-12 days decompression. The various modalities of permanent drainage are reserved for a minority of cases with primary impacted ampullary stones, duct dilatation over above 15 mms, the presence of five or more duct stones, low strictures or repeat surgeryl. However, as reported22-29, (Table 6 carried out aiming to assess the occurrence of early retained/"missed" stones following the latter group. We would point out that it was the purpose of this study to evaluate the total number of patients requiring further aggressive therapy surgical, endoscopic or simple stone extraction via the T-tube tract, regardless of when it occurred in the postop course. Secondly we would stress out that the correct performance of a drainage procedure precludes the need to look for "missed"/early retained stones because the construction of a wide enough stoma will prevent any possible "missed" or irretrievable calculus causing morbidity since it will pass easily across the anastomosis or else will avoid any dangerous build-up of intra-biliary pressure. This is not the case with temporary, T-tube, decompressions after which, with or without the additional help of OPC or choledochoscopy, the occurrence of early retained/"missed" stones keeps being reported (22-29, Table 6 ). Over the past decade, a number of reports have shown the poor efficiency of routine OPC [33] [34] [35] [36] while some others 33'37'3s have come to emphasize that a dilated CBD represents the most significant indicator of the presence of stones.
Although the availability of sophisticated endoscopic techniques enables us to solve many of these early and long-term complications, they should not prevent a complete, optimal, operation. It is important to remember that each non-operative procedure has its own early and long-term morbidity and mortality risks. The goal is to rid the patient of stones with the fewest procedures and the lowest risk of morbidity and death.
The role to be played by the newer technologies, namely laparoscopic CHE accompanied by EST must be found in large scale, randomized, controlled studies comparing the laparoendoscopic approach to that pursued by Group B, which is the surgical management that has been shown, in this study, to be the most efficient in accomplishing the goals previously mentioned. 
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